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Incidental finding of pulmonary lymphangitis carcinomatosa in a patient of chest trauma
Sir, Delayed complications of blunt chest trauma often occur up to 2 weeks after discharge from the emergency department in upto 10% of patients, but there are case reports of patients presenting even after 4 weeks. [1, 2] The incidence of delayed haemothorax in blunt chest trauma ranges from 5.0% to 7.4%. [1] Recently, a 45-year-old male patient, a chronic smoker, was referred to our hospital for management of chest pain and progressively increasing respiratory distress following blunt chest trauma 3 months back. Past history revealed that patient had two prior admissions in a local hospital before presenting to our hospital. A high-resolution computed tomography (HRCT) showed bilateral hydropneumothorax with multiple rib fractures. The patient was shifted to intensive care unit (ICU) with signs of respiratory failure. He was managed as a sequela of blunt chest trauma with bilateral chest tubes in situ, intermittent non-invasive ventilation (NIV), antibiotics, adequate analgesia and supportive management. Subsequently, chest tubes were removed after confirming minimal fluid on ultrasound chest, but dyspnoea still persisted. Repeat HRCT chest reported infective pathology (atypical pneumonia) and lesions in the apical segment of right upper lobe consistent with lymphangitis carcinomatosa [ Figure 1 ], which needed further evaluation. During the stay of patient in ICU, arterial blood gases reported persistently high pCO 2 with mild hypoxia. Patient was also then managed as a case of acute exacerbation of COPD with type 2 respiratory failure. A short course of oral steroid was started as a management of COPD. There was 20-30% improvement in dyspnoea and patient required NIV 3-4 hours/day. Echocardiography done later was found to be within normal values. Subsequently, a repeat contrast-enhanced computed tomography (CECT) lung done 2 weeks later showed a spiculated nodule in upper part of right lower lobe, multiple sclerotic lesions in vertebral body of D1 and sternum, and a lytic lesion in D11 (with pedicles) in bone window. Ultrasound abdomen showed hepatomegaly with multiple space-occupying lesions in both lobes of the liver, likely to be metastasis. Fine-needle aspiration cytology of space occupying lesion in liver reported adenocarcinoma metastasis. Chemotherapy could not be started due to poor general condition of patient. Subsequently, patient expired after 10 days of diagnosis of occult primary malignancy with pulmonary lymphangitis carcinomatosa (PLC) and liver metastasis.
In 1873, Troisier introduced the term PLC to describe diffuse infiltration of the lymphatics of bilateral lungs by malignant cells. [3] This condition is seen more commonly in younger population and affects males more than females (60:40). [3] Around 30-40% of patients with malignant disease have intra-thoracic metastasis and among those only 6-8% develop PLC. [3, 4] It may be the only manifestation of an occult malignancy. [3] PLC is a metastatic lung disease which may precede or obscure or dominate any local symptoms and present as a diagnostic problem in dyspnoea. [3] This patient was initially managed as a sequela of blunt chest trauma. But even after managing blunt chest trauma, COPD and sepsis, patient progressively deteriorated with increasing respiratory distress. Radiological picture in CECT showed nodular thickening of interlobular septa and peribronchovascular interstitium, and ground-glass appearance with septal thickening suggestive of PLC.
The primary tumours commonly associated with PLC are breast (33%), stomach (29%), lungs (17%), pancreas (4%) and prostate (3%). [4, 5] Sometimes, chest X-ray is normal in 30-50% cases. [5] It can even mimic sarcoidosis radiologically. The differentiating features of sarcoidosis are presence of nodular thickening and ground-glass attenuation mainly involving the central regions of the middle and upper lobes of the lungs. [5] The diagnosis of noncaseating granuloma in sarcoidosis should be confirmed by biopsy. However, rapid deterioration of patient's dyspnoea, predominant disease in the lower lobes of the lungs and lack of response to steroids within 2-4 weeks also should alert clinicians in favour of PLC. [5] The preferred diagnostic procedure for PLC is lung biopsy (transbronchial or open). [4] In this patient, the clinical presentation of PLC became evident only after chest trauma and was an incidental finding. Although PLC is rare, it should be included as a differential diagnosis in a young male patient with progressively increasing respiratory failure.
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